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By LCDR H. K. Barnhill and 
LCDR H. W. Benter 


VP-31 


MY name is LT Fairly Feeble and this is my story. It 
was a cold 20 degrees outside, snowing, and a 40-knot 
wind made the snow feel like pinpricks as it pelted every 
exposed part of my body. Adak is lovely in the winter. 

I had spent a pleasant Saturday afternoon in a 
low-stakes poker game, wrapped around a few beers. 
Then it was time to make the short walk back to the 
BOQ and clean up for the evening meal. That happened 
to be my second mistake of the day — the first was the 
three extra beers when the poker game broke up. 

The driver of the truck never did see the weaving 
shape in that snowstorm. The shape, yours truly, 
performed a series of twists, turns, and rolls after the 
rear-end collision. Even my membership card in the 
Superman Club didn’t help. The score: truck — 4.0; 
LT — compound fractures of the right leg and ankle, 
punctured right lung, and possible head injuries. 

The dispensary had all sorts of attachments plugged 
into my frame, and I had a feeling of lethargy as though 
someone had slipped me a mickey. | still hurt here and 
there, but was not quite sure where here and there 
exactly were. The expression on the doctor’s face didn’t 
add to my confidence. The decision to MedEvac was a 
foregone conclusion. What followed was as upsetting to 


the deployed VP squadron and me as a periscope 
sighting report from an airliner at FL370. 

ENS Terry Terrified, the VP Duty Officer, received 
the calls from the NAS OOD and the medical 


department, requesting an immediate flight to 
Anchorage. Following standard procedure, he excused 
himself and turned it over to the ASDO who began the 
alert crew recall. 

Within 30 minutes, LT Fred Fearless and his P-3 
crewmembers had arrived at the hangar. The medical 
department arrived at the same time with a loosely 
connected bag of bones — me! It was still snowing. 

Fred’s first questions sounded more like 
statements—all expletives. Why weren’t the inertials 
aligned? Where is the fuel truck? Who are all those 
people in white, and what is that mess in the stokes 
litter? Fred’s worries soon eased — the plane already had 
been fueled and the inertials set. Now it was my turn. 

The first attempt to get me up the aircraft ladder 
intact with the I.V. attached proved near fatal. The 
bottom stretcherman slipped, and the I.V. bottle arced 
down onto the deck. Fortunately, the stretcher 
remained upright. By this time, my head was pounding 
from my feet being elevated to the top of the ladder and 
my head positioned some 4 feet lower. The second 
attempt was more successful, and following a 5-minute 
argument among the crew, it was decided to place the 


stretcher beside the sonobuoy chutes and anchor it 
securely to the deck and guardrail. 

The corpsman had a new I.V. taped to my arm. A 
respirator and 100 pounds of oxygen were being lifted 
aboard, using a keylift. Things seemed to be smoothing 
out. 

The copilot, LT Dudley Doright, finished filling out 
his third flight plan (someone forgot to tell him where 
he was going, how many people were going, altitude, 
airspeed, etc.). The filing complete, he hurried to the 
hangar and arrived in time to climb aboard the P-3 just 
before it was towed onto the snow-swept ramp. 

As we taxied, the sound of the engines gave my 
morale a boost, and I had hopes of making it to the 
hospital in Anchorage after all. 

The takeoff was normal, but the high rate of climb 
gave me fits until the corpsman notified the cockpit and 
the rate was considerably reduced. LT Fred Fearless had 
to make several adjustments to his normal routine 
enroute to Elmendorf AFB (all in reaction to my 
discomfort). For example, the cabin temperature had to 
be kept much warmer than usual. In order to keep the 
cabin altitude as low as possible, the enroute altitude 
was revised from FL280 to FL180. Fred’s cigars 
remained unlit due to the onboard use of oxygen. 
Normal rated power was used all the way to make up for 
lost time on the ground. The ride would have been more 
comfortable at a slower airspeed, but excess time may 
have been detrimental to my longevity. Finally, at 
Elmendorf, he made a nice, soft touchdown with gentle 
reversing — a real pro, that Fred. 

While we were enroute, the Adak flight surgeon, LT 
Observant Otto, had phoned ahead. This time the 
evolution was organized. An ambulance and attendants 
met the aircraft and a keylift was ready to unload the 
stretcher and equipment. My entire medical history was 
available to the receiving physician; he was prepared for 
my particular case. The patient survived through no fault 
of his own or that of MedEvac 001. 

The point is, a MedEvac, like any mission, requires 
preplanning for success. As long as multi-engine aircraft 
operate from remote sites where diagnostic and 
treatment facilities are limited, the probability of 
performing MedEvacs exists. 

In areas such as Adak where high wind and icy ramp 
conditions frequently occur, patient transfer from the 
ambulance to the aircraft is potentially hazardous. Use 
of a keylift allows treatment and medical attention to 
continue during the transfer. The aircraft is usually not 
designed for stowage of large oxygen bottles and other 
items of treatment. Often, treatment must be continued 
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during the critical phases of takeoff and landing, posing 
a hazard to medical personnel and crew alike. Other 
factors to consider are the location of patient and litter 


between the station, the operational commander, and 
to ensure maximum comfort and safety. Cabin 


the squadron or detachment to make prompt decisions 
and smoothly coordinate the MedEvac process? Can you 
4 ‘be certain your outfit wouldn’t repeat the errors 
pressurization can severely affect the safety andcomfort described in our fictitious story of LT Feeble? The 
of burn, respiratory, or coronary patients. following checklists may assist you in developing your 
Does your outfit have a set of procedures to cover § MedEvac plan. ES 

MedEvacs? Is there a clear chain of command established 


«< 


ion C 
Station Medical Information 


’ tient Data 
““™ 4. Fe 


(s) (List) 
Sex, Problem 
Name, Age: 


Number Rea. 
Attendants__——- a 


Physician__—— —— 


Corpsman__——— 
Nonmedical___—— <i 


Medical Equipment 
SAR Box (wt) 


Bs 
y SAR Drug Box (wt) 
Oxygen (wt) . 
i Ambulance Kit (wt) 
4 “a a: ' (3 


4. Keylift required __ 


ime: diate 
5 Evacuation time: imme 


6 Destination: _—— 


7. \nflight speed 
. eo. C—O 
Best___---—- 
Slowest__—— 
g, Rate of Climb Descen 
Gradual __- 


Not a facto! 


9 Cabin altitude 

Gradual _ 

Thousa 

Not a factor _ 
10 Cabin temperatures 

Degrees Fahrenhelt__— 

z ar r 
Not a factor_— am 
i ircra 

11 Patient Jocation aboard 4 


Floor opposite hatch =r zn 
Bunk (poor) (poor access) _ — 








Fuel or Saltwater. A couple of H-46 
helicopters were refueled aboard 
ship one morning just prior to the 
beginning of VERTREP ops. The 
fuel was tested OK by the ship’s oil 
king. He properly purged the hose 
and a good fuel sample was 
obtained. One bird took 1300 
pounds; the other, 1500 pounds. 

During his preflight, the plane 
captain took a fuel sample from the 
stubwing drain and discovered pure 
saltwater. The other H-46 was also 
checked with the same result. The 
shipboard fuel filter was overloaded 
with saltwater and unable to 
continue operating properly. 

The command recommended 
that on the first refuel of the day or 
any time that servicing tanks are 
switched, enough fuel be stripped 
from the fuel hose to ensure that 
nozzle fuel sample is from the 


servicing tank and not old fuel in 
the lines. 


A *+$%* Gremlin. A squadron 
worked hard for months to get a 
NATOPS change approved. The 
unit had been plagued by a few 
isolated, but related problems, until 
the powers-that-be finally accepted 
the proposed change and 
incorporated it. The glitches were 
whipped. 

In any blade spreading sequence, 
after the APP is applied to the H-46 
and the blades are unfolded, the 
crew is required to check the blade 
fold locking pins fully out. If a later 
cockpit check of the rotor lock 
mechanism circuitry) 
shows unsatisfactory, the crew 
must again physically check the 


(electric 


pins fully out. 
Now, try this sequence of events 


for size! The aircraft was on the 
line, spread. All pins were visually 
checked, not just for red bands, but 
also for noticeable gaps in 
appropriate places. This meant the 
pins were fully out. The APP was 
started and the rotor lock light was 
OUT. The PRESS TO TEST was 
energized and checked out. All 
systems were go! However, the 
flight control checks proved to be a 
nightmare. With cyclic inputs, the 
collective moved in the pitch axis. 
With rudder inputs, the collective 
moved in the roll axis. YIKES! An 
independent rudder check made the 
cyclic move and vice versa. 

The APP was secured and the 
locking pins were checked again. 
Sure enough, the aft, red pin had 
partially inserted itself and the 
blades were unfolded again. The 
obvious; the pilot accidentally hit 
the FOLD-UNFOLD switch. No 
way. The rotor lock PRESS TO 
TEST switch was the only thing 
touched on the blade fold panel. 
That lousy *+$%&* gremlin’s back. 


KA-6D Hardover Rudder. When LT 
Bob Reusche, VA-95, pilot of a 
KA-6D dropped his gear and flaps, 
he noticed a severe left yaw. Full 
right rudder was fed in, but the ball 
remained in the extreme right 
position. 

His first pass at the carrier was 
waved off due to excessive yaw, 
and the LSO confirmed a hardover 
left rudder. The pilot tried 
centering rudder trim and pulling 
the rudder trim circuit breakers, 
with negative results. Raising the 
flaps/slats produced much less yaw, 
4 vice 35 degrees of rudder, but 
required a much higher approach 
speed. 

While the ship accelerated to get 
more wind over the deck for a 
flaps-up approach, a 
down approach was 


possible 
flaps/slats 
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attempted, but resulted in a bolter. 
Due to low fuel state and lack of 
wind over the deck, a second 
flaps/slats down approach was 
executed, terminating in a 
successful arrestment. 

Postflight maintenance 
investigation revealed that the bolt, 
washers, castle nut, and cotter pin 
were missing from the input push 
rod where it attached to the rudder 
actuator lever. The bolt was found 
adrift in the empennage. Going 
back through 6 months of MAFs 
failed to reveal any rudder package 
changes or work requiring the 
removal of the missing bolt. All 
other squadron aircraft were 
inspected, but no _ discrepancies 
were found. 

The fast, right wing down, 
angling from left to right approach 
which the pilot flew produced the 
desired result. He leveled the wings 
on touchdown and the arrestment 
corrected the crab. His outstanding 
airmanship averted a_ possible 
catastrophe. Well done, LT 
Reusche. 


A Real Flap. The pilot of an F-4 
was conducting initial carrier quals. 
The flaps were raised when the 
aircraft had to be pushed back to 
replace the holdback fitting. You 
guessed it. The flaps were not 
lowered again, nobody caught it, 
and the F-4 was launched flaps up. 
Fortunately, the estimated 5 knots 
stall margin was sufficient to keep 
the bird in the air and only an 
incident report was required. 
Lesson learned — you are your best 
life insurance and must be your 
own final checker. 

CNAP message 


Use Directors. Helicopter parking 
areas are usually extremely 
congested and care must be taken 
by directors, chockmen, and 
wingwalkers when aircraft leave or 
enter the pack. 


One night, two mechs were 
working on an H-46 parked with 
blades spread, in a spot about 100 
feet from their hangar. They heard 
the whuppity-whup-whup of an 
approaching helo, but couldn’t see 
it. The sound became louder as it 
approached. Soon it hove into 
sight. 

The pilot of the approaching 
H-46 continued to taxi toward his 
spot. He was taxiing without a 
director and eased into a spot with 
about a 30-foot clearance from the 
helicopter where work was being 
performed. He also had no more 
than a 30-foot clearance on the 
other side. 

The taxiing H-46 made it 
without hitting anything and 
although not centered, the pilot, 
when satisfied he was in the 
ballpark, shut down and the crew 
departed. The peculiar aspect was 
that the pilot’s squadron buddies 
make this a habit, i.e., taxiing 
without directors. 

It is hard to understand how any 
pilot can flagrantly disregard, 
especially at night, standing orders, 
NATOPS, SOP, air station 
regulations, etc. If this continues, 
not only will some pilot ding a bird, 
but somebody could get hurt or 
killed. 
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Look Alive. During a day 
touch-and-go helo training flight 
aboard ship, flight deck personnel 
noted the APP platform door was 
open. Tower advised the pilot, who 
decided to land and secure the 
door. 

The FDO (flight deck officer) 
told one of the chockmen to close 
the door after the aircraft landed. 
After landing, the helo was chocked 
and tied down. The airman climbed 
up on the port stubwing and began 
to move aft on the pylon toward 
the open door, a path that would 
take him right past the No. 1 engine 
exhaust. The LSE and FDO both 
saw what was happening and 
frantically signalled the airman. 
Fortunately, the chockman from 
the other side was nearby and 
grabbed the airman’s leg before he 
stepped in front of the 915-degree 
exhaust. 

The APP door is meant to be 
secured from the deck, and the 
FDO assumed the airman would do 
it that way. The airman should also 
have known better than to climb on 
the stubwing while the rotors were 
turning. A serious accident, even a 
fatality, was avoided by the alert 
action of the LSE, FDO, and 
chockman. It goes to show that 
even the simplest tasks can have 
disastrous consequences unless a// 
personnel keep their heads up. —~ 





The evolution of emergency egress hardware in the Huey Cobra has quite a history. 


How to Get Out 
of a Snake 
In Six Milliseconds 


By James M. Boen 
Director for Maintenance 
Aviation Systems Command 
U.S. Army 

















CREW safety has always been of vital concern to 
Army and Navy aeroengineers. In the initial design, the 
AH-1 had a manual jettison for the gunner’s and pilot’s 
door. The system performed adequately upon initial 
installation at the factory, but after a crash — that was 
another story. 

Experience shows that when a helicopter crashes, it 
comes to rest upright about 68 percent of the time and 
on its side the other third of the time. When the aircraft 
is on its side, one crewmember’s egress path is, of course, 
blocked. This problem was solved by adding a breakout 
knife to the crew’s equipment. This meant that three 
means of egress were then possible: 

@ Normal door operation. 

@ Emergency door jettison. 

® Breakout knives. 

The breakout knife, when demonstrated during tests, 
performed very nicely and required only 10 seconds. 

The Army and Navy engineers recognized, however, 
that a crash situation could be aggravated by injury and 
disorientation of the crew. A more automatic and 
speedy emergency egress needed to be developed for the 
crew. Eighteen percent of the aviators interviewed who 
have experienced crash conditions have also had egress 
problems. The solution to these egress problems is a 
pyrotechnically-operated CRS (canopy removal system) 
which results in the instantaneous (within 5 
milliseconds) separation of the pilot’s/gunner’s door and 
window. 

The engineers wanted a CRS which was reliable and 
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CANOPY REMOVAL 
SYSTEM INSTALLATION 


safe. Crew confidence is essential for mission success. 
They must feel at ease with a vital system on which their 
personal safety depends. 

The CRS has been designed with as much redundancy 
as possible without using dual transfer lines. The system 
has an overall reliability of .999, with a confidence level 
of 90 percent. The manufacturer of the CRS is Teledyne 
McCormick Selph, one of the oldest aerospace ordnance 
manufacturers of this type of product. Their experience 
and reliability is based on past achievements with similar 
safety devices on the F-5, F-111, B-1, F-15, Apollo, 
Space Shuttle, and A-7. Continued 
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Teamwork is a key factor in life or death situations; 
that is why the gunner and pilot must know what each 
other is going to do in an emergency. Serious 
consequences would result should one member panic. 
The pilot should inform the gunner of the emergency 
and his intention to land. After landing, the crew will 
attempt to egress by normal means through the doors. If 
one member’s escape path is blocked, the CRS will be 
used. The crew removes their seatbelt and shoulder 
harnesses and leaves the helicopter by either side. It is 
essential that the system not be used if one member is 
egressing from the helicopter or if personnel are within 
20 feet of the helicopter. The explosive force is directed 
outward and cuts each transparent window and door 
panel free from the frame. The force of the cutting 
action’ will spray pieces of the canopy approximately 20 
feet, which may cause possible injury to anyone in its 
path. The immediate effect that the crew will sense will 
be the sound of the CRS detonation. This sound has 
been described as being equivalent to the blast of a 
12-gauge shotgun. 

If the aircraft is to be ditched in the water, the crew 
coordinates this exercise to coincide with entry into the 
water. The gunner, at the predesignated time, turns the 
handle of the arm/safe control box to the ARM position. 
The pilot executes zero groundspeed autorotation. After 
leveling the helicopter, the gunner pulls the handle and 


jettisons the canopy. No attempt to leave the helo 
should be made until the rotor has stopped turning. The 
helicopter may float or it could sink within 10 seconds. 
There is no time at this point to think about what is to 
be done. Remember, the canopy is blown within 5 
milliseconds. How can a pilot get out of a helo in one 
millisecond? He has to move mighty fast. 


AH-1G Canopy Removal System 


Another possible situation is a helicopter on its side. 
Should the canopy not be blown, and the helicopter is 
on its side with water against it, the water can be 
expected to rush in when the CRS is initiated. In this 
situation, seatbelts and shoulder harnesses are unbuckled 
prior to initiation of the CRS. 

There have been reported cases of helicopters landing 
in bamboo or trees and the doors being blocked or 
jammed. The crew, therefore, was locked in the cockpit. 
The quickest method for egress is the CRS. The flight 
suit, sun visor, and gloves will help prevent personal 
injury. It is essential to have your sun visor down and 
your gloves on. When the canopy is blown from the 
helicopter, it is going to recoil away from the cockpit. 
The same condition of the recoil will occur when the 
helicopter is resting on its side. Actual canopy removal 
has demonstrated that blowback is not a problem. The 
rebound of debris will depend on the angle in which the 
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Plexiglas strikes the ground. 

The CRS cuts the canopy with a controlled 
unidirectional blast that is directed outward from the 
cockpit. The blast is controlled and contained by the 
resilient silicone rubber backup of the CRS. This rubber 
material absorbs the shock waves and protects the crew 
from spalling plastic and debris, which could cause 
personal injury to the crew. To ensure that the WCA 
(window cutting assembly) meets its designed goal of 
personal safety, aluminum test panels were placed 6 
inches from the backside of the CRS. The test panel 
thicknesses range from .001 to .010 inch and were 
selected to simulate the human body, e.g., eyes and skin. 
The resilient silicone rubber backup assembly absorbed 


No Tragedy, but... 
An Everlovin’ Shame 


all of the spalling plastic. The “witness” sheets showed 
no evidence of debris impact. 

The explosive materials have been tested against every 
physical phenomenon known. These tests have not 
ignited the system or any part of it. Let’s now put to 
rest the idea of fire. The assembly was laid in JP-4 jet 
fuel and sprayed with JP-4 and did not ignite in either 
condition when the system was actuated. A similar test 
was conducted with the system in dry grass. The grass 
did not ignite. 

Many tests were conducted to determine the CRS’s 
ability to resist uncommanded firing. Weapon rounds 
were fired into transfer lines, severe vibration tests were 
conducted (in both ARM and SAFE with no safety pins 
installed), and test lines were hammered, sawed, and 
drilled — all without producing detonation. Extreme 
shock loads and electrical loads were also tested with the 
same no-detonation result. Finally, the CRS was 
subjected to a salt air environment; again no problems. 

There has been some concern about what would 
happen should portions of the CRS jettisoned canopy 
strike the tail rotor. This would not degrade the 
performance of the tail rotor. The Plexiglas is broken 
into small pieces when the CRS is initiated, so should 
these pieces of stretched acrylic Plexiglas strike the tail 
rotor, they would shatter even further upon impact. 

Like any piece of hardware, the CRS must be 
maintained and inspected regularly for it to be reliable 
and to ensure confidence in its performance. A visual 
inspection of the components during daily and preflight 
check is primarily all that needs to be done. The system 
is self-contained. ~= 


ACE L and his crew in the duty SAR helicopter were shooting touch-and-go’s one night. While making a 
security check, a crewman observed a Mk-25 flare adrift and pounced on it. He placed it on the ramp, aft of 
the dam, and finished his check — forgetting he had left the flare on the ramp. 

At some point during the flight, the flare rolled out of the helicopter, bounced twice on No. 9 green of 
the golf course, and came to rest against the flagstick. A hole in one .. . but no one saw it. Pity. 

When they finished flying, the crewman remembered the flare but couldn’t find it in the helo, and was 
afraid to tell the HAC. As it turned out, the flare was recovered, the crewman listened very attentively to 
the Ops officer during a one-on-one situation, no property damage occurred, and best of all, no personal 
injury of any kind was suffered. But what if the flare had hit the golf shack rather than an open green? 
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A FATAL accident was described in the JAN 
APPROACH article, “Be a Weight Watcher.” 
same type of accident was narrowly averted in 
incident described in the JUL ’75 Bravo Zulu. 
catapult officer credited with the save in the Bravo Zu 
built his own safety system which saved a pilot and 
aircraft. This article will describe an analytical meth 
which can be used to build such a program. Suc! 
system can be used to advantage in many ways in t 
aviation environment. 


First, let’s build a simple safety model for establishing 


correct aircraft weight for catapult shots. We will 
this model a reliability success tree, since the concept 


evolves from the study of a field called reliability and 


since we are building a model striving for success. 


* A model analyzing all ways of failure is called a fault tree. 








Fig. 1 


Figure 1 illustrates a series branch of a success tree. 
Think of success as a completed circuit; switch A and B 
must be closed for the circuit to be completed. In 
analyzing the aircraft weight problem, we will let prope 
performance of a task be represented by a closed switch, 
and improper performance by an open switch. 

Figure 2 illustrates a parallel system. Again, success is 


a completed circuit, so either Switch A or B can be 
closed to ensure success of the system. Only if both 


switches fail to close would the system fail. Elaborate 


systems can be developed using combinations of these 
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Fig. 2 
two simple concepts — series and parallel. 

There should have been at least five components to 
the weight checking system (refer to the January 
APPROACH article): 

(1) Pilot’s memory. 

(2) Weight written on gear doors. 

(3) Weight chit which goes from plane captain or 
squadron duty officer to flight deck control to launching 
officer. 

(4) Weight board man who challenges pilot for 
aircraft weight with black box showing weight. 

(5) Catapult officer. 
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Fig. 3 
A success tree which describes the system is shown in 
Fig. 3. Since this is a success tree, any one of these circuits 
being completed would have prevented the accident. 
Thus, the pilot can stop an error by correctly recalling 
the weight. Weight written on the gear doors has three 
opportunities to close the circuit: when it is checked by 


the plane captain for the weight chit, the weight board 
man, or the catapult officer. The weight chit has two 


opportunities to close the circuit: comparison with 
weight board challenge, and comparison with catapult 
officer. Finally, the weight board man and the catapult 
officer can compare their inputs and close a circuit. 

But ...suppose weight is not written on the gear 
doors. Now, instead of seven protective circuits, we are 
reduced to four (see Fig. 4). 











3 5 











45 
Fig. 4 

Now suppose the catapult officer is not mentally 
alert, and does not try to remember the side numbers of 
the tankers and merely accepts whatever he is given by 
the weight board man (see Fig. 5). 














3 4 
Fig. 5 

The success tree is now reduced to the pilot’s 
memory and a comparison of the weight chit with the 
weight board man’s challenge of the pilot. 

Obviously, the catapult officer in the Bravo Zulu had 
at least two of the seven possible circuits working since 
his visual cue of wingtanks did not agree with the weight 
chit or the weight board man, thereby closing a circuit 
and preventing an accident. 

I think it is easy to see now that such a system can be 
constructed in a few minutes and can lead to fruitful 
ideas. Let’s lay out a general format: 

(1) Lay out the system as it actually exists, i.e., a 
comparison of two inputs requires the two items in 
parallel; two separate items, either one of which can 
cause an accident, are in series. 

(2) What can be done to put more items in parallel? 

(3) What can be done to put fewer items in series? 

System analysis such as the above can aid greatly in 
motivating individuals. If the man who writes the weight 
on the side of an aircraft realizes he is providing three of 
the seven safety circuits of the system, he will be highly 
motivated to do his job properly. Thus, while the safety 
model is no panacea for preventing aircraft accidents, it 
nevertheless can be another tool the safety officer uses 
to implement an aggressive safety program. = 
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A Phantom Phallacy: 


Drag, Weight, 
and G in ACM 


By LT Ross Burgess 
VF-111 Weapons Training Officer 


MOST of us in military aviation are probably aware 
of the recent spectacular success of Project Streak Eagle, 
in which a specially prepared Air Force F-15 set new 
world records for time-to-climb to eight different 
altitudes. The most significant point about these records 
to the Navy fighter community is not that they were 
broken, but that five of them were set way back in 1962 
by an F-4B, and have stood since then. It speaks well for 
our trusty Phantom that its records could hold up 
through 13 years of rapidly progressing fighter 
technology. As mentioned, the recordbreaking Streak 
Eagle aircraft was a specially prepared version, stripped 
down even to the point of removing the paint to save 
weight. 

Of course, the F-4B that set the records in 1962 was 
similarly stripped and prepared. Since that time, 
Phantoms have undergone numerous modifications and 
equipment additions, nearly all of which have added 
weight, drag, or both. And the stripped down 
record-setting Phantom did not carry missiles, pylons, or 
external fuel tanks. The point is that there is a world of 
difference between a brand new, clean F-4 and the 
Phantoms we will fly into combat in the next war. We, 
the aircrews who will fly these combat-equipped aircraft, 
must be aware of both the structural limitations and the 
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actual attainable performance limits of our machines. 

Consider first, a clean F-4. Even now, after many 
faithful years of service, the Phantom’s performance is 
extremely impressive: Mach 2+ at altitude; 750 knots on 
the deck; a G envelope that permits extremes of +8.5 
and negative 3G at low gross weights; initial rate of 
climb in the neighborhood of 30,000 fpm; and an 
excellent sustained turn capability. But before we get 
overly enthusiastic about our mighty Phantom, let’s 
systematically equip it for a carrier-based fighter mission 
and see what happens to performance — both allowable 
and attainable. 

First, hang on our old friend, the 600-gallon Royal 
Jet centerline tank. This is the most common centerline 
in use in the Navy, and certainly it would be impossible 
to fly our 1.7-hour carrier cycles without it. But right 


away our maximum allowable speed is cut to 600 
KCAS/1.8 Mach. Of course, the 1.8 Mach restriction 
never comes into play in the ACM environment, and 
although they do exist, there are very few times in ACM 
where you would need to exceed 600 knots. The 


centerline’s main drawbacks are its drag and G 
restrictions. 

The Royal Jet tank carries a drag index of 9.6. A 
quick look at an example in the NATOPS performance 
charts confirms the penalty we pay for carrying this 


tank. A 40,000-pound F-4N with four AIM-7s at 25,000 
feet will accelerate from .8 Mach to 1.2 Mach in about 
45 seconds in full afterburner. Add the centerline tank, 
and this same aircraft will take a full minute for the 
same acceleration (F-4N NATOPS, pgs. 11-138, 11-143). 
This, of course, comes as no surprise to anyone who has 
flown and fought both the clean and centerline equipped 
aircraft. 

Also, the aircraft’s allowable G envelope is reduced to 
+6.5 and zero G for the empty tank. This zero G 
restriction becomes a factor in ACM when considering a 
maneuver such as a defensive pushaway, although in 
actual combat, the average fighter pilot would probably 
rather overstress his tank than get shot. 

In the next war as in the last, we will be flying into 
combat with missiles aboard, and this further decreases 
both the allowable and the attainable performance of 
the Phantom. A load of four Sidewinders and two 
Sparrows would probably be typical, and their drag 
index, not including suspension equipment, adds up to 
9.4, or the equivalent of another centerline tank. Add on 
the index of the suspension equipment, and the drag of a 
missile-equipped F-4 with no centerline is an even 20. 
And taken together, the six missiles and associated 
pylons and launchers weigh about 2400 pounds 
(TACMAN, pg. A-7). It doesn’t take much imagination 
to realize the effect this would have on our slick F-4. 
Using the same example as before, the charts show that 
the same missile-equipped Phantom will take about 65 
seconds to accelerate from .8 Mach to 1.2 Mach at 
25,000 feet (F-4N NATOPS, pgs.11-138, 11-154). This 
works out to approximately 40 percent slower than the 
slick F-4 aircraft. Additionally, and perhaps even more 
significant, hanging missiles on our airplane further 
reduces the allowable G envelope. It may surprise some 
Phantom aircrews to learn that a 42,000-pound gross 
weight F-4, carrying AIM-9 missiles on stations 2 and 8, 
is NATOPS limited to +5.4 and -2.7 G (TACMAN, pg. 
A-4). This weight allows for about 8000 pounds total 
fuel, and the allowable G would be further reduced if 
more fuel were carried. 

It has become axiomatic in the fighter business that 
“You fight like you train.” If the purpose of our ACM 
training is to prepare us for combat, then it is imperative 
that we develop techniques and tactics that will work in 
combat-configured airplanes. We will not be flying 8.5G 
Phantoms into combat. Although in an actual fight, an 
overstress would be more desirable than getting shot, we 
as aircrews must learn to fight and win using between 5 
and 6G maximum, depending on gross weight. The 
Sundowners of VF-111 and many other fleet squadrons 
employ, as Standard Operating Procedures, the arbitrary 
ACM G restrictions promulgated by VF-121: 5.5G 
between 10,000 and 12,000 pounds fuel; 6.0G between 
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another way, a missile-equipped F-4 without a centerline 
has the same drag index’ as a nonmissile-equipped F-4 
with a centerline, assuming both airplanes are carrying 
pylons and four LAU-7A_ launchers. And _ the 
missile-equipped airplane will weigh about 1300 pounds 


7000 and 10,000 pounds fuel; and 6.5 below 7000 
pounds fuel. These restrictions are somewhat 
conservative according to NATOPS, but are practically 
sound from a maintenance point of view. Also, they are 
optimistic simulations of a fighter F-4, particularly when 
you recall that the Sidewinder-equipped Phantom, wit! 
8000 pounds fuel, is limited to +5.4G. 

Keep in mind the drag index and weight of six 
missiles, too. There are some shore-based squadrons that 
remove their centerlines for ACM in an attempt 


more. So if you’re removing your centerlines for ACM 
training to simulate “real world” performance, you are 
living in dreamland. Drop the tank and have fun if you 
want, but don’t kid yourself into thinking that’s what 
your combat F-4 will feel like. 

The F-4 has a long, proud record as probably the 


approach more realistic, “real world” performance. The 
most successful tactical jet ever built. But the most 


reasoning goes that in actual hassle you would jettisor 
the tank, wouldn’t you? There are at least two fallacies important component of the fighter weapons system is 
in this argument. First, all you have to do is read tl still, as it has always been, the aircrew. Train realistically 
MIG Killer debriefs to know that, no, you would not and, as the Tactical Manual says, “Fight the machine 
necessarily jettison the tank in an actual engagement. to its limits with confidence.” Learn your own 
And second, even if you did, the drag index of the si» weaknesses and overcome them, so that in an actual 
missiles you would be carrying is equal to that of tl hassle, the only limits you’ll encounter will be those of 
tank, and the missiles weigh considerably more. State the airplane. —< 


PEL - 4.0! Aircraft Handling - 1.0! 


THE crew of an H-46 was operating from USS Birdfarm on a routine, daylight passenger transfer flight. 
They had made a few pickups and drops onto other ships in the group when a crewman observed smoke in 
the cabin coming from the aft transmission area. 

About the same time the crewman spotted the smoke, the HAC and copilot smelled a strong odor like 
burning electrical wiring. They were about 10 miles away from the flattop, so the HAC turned toward Big 
Mama and declared an emergency. The exact source of the smoke couldn’t be determined in flight, but the 
crewman reported that it seemed to emanate between the mix box and the engine firewall. 

The CV was launching aircraft at the time, but as the helicopter closed the ship, the HAC was cleared to 
land abeam the island. After landing, the helo was quickly towed forward of the island on the starboard 
side, directly aft and between the No. | and No. 2 JBDs. The crew began folding the rotor blades in 
preparation for storage on the hangar deck, but their efforts were hampered by the jet blast from several 
launched aircraft which caused the rotor blades to flap excessively. 

As is often the case, the tempo of flight operations wasn’t slowed any, and the helicopter was expected 
to get off the flight deck and out of the way — no matter what! Unfortunately, spotting the helo directly 
aft of the catapults resulted in damage to the rotor blades while they were being folded. Jet blast continued 
to cause the blades to flap until they were all finally folded and the helo struck below. 

Later it was found that the smoke was from a burning generator. The helicopter was down for a week, 
and after being offloaded, all main rotor blades had to be removed and turned in for a spar inspection. 

The CO of the helo squadron recommended that helicopter handling procedures be reviewed and that 
Air Ops review its priorities in positioning aircraft during launch operations. 

(You'd think by now that carrier COs, air bosses, ACHOs, etc., would ail know how fragile helicopters 
are on deck. Yet we continue to have the same kinds of ground accidents over and over again, because long 
established procedures are ignored. There continues to be certain license-to-steal actions by carrier 
operators under the guise of heavy tempo of flight operations - EXPEDITE! /s this sufficient justification 
to warrant damage to costly and scarce aircraft assets? — Ed.) 
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enqdine 


CAPTAIN Stratton and his crew 
of a CH-46F launched from NAF 
Naples on a routine passenger, mail, 
and cargo flight. Their takeoff and 
were routine as they 
intercept USS IWO 
Naples 


climbout 
departed to 
JIMA, inbound to. the 
harbor. 

After departing the beach, Capt 
Stratton descended from 1000 feet 
to cruise at 800 feet over the water. 
As he transitioned to level flight, 
the No. 1 engine torque dropped to 
zero and his Ny began to decay. 

Quickly he reduced speed to 
best-single-engine speed (70 knots), 
armed the emergency throttle 
system, and milked collective to get 
his turns back. He did a 180 toward 
the beach, had his copilot start the 
APP, and jettisoned fuel while he 
put out the Mayday call. 

Before he could even 
relax, an engine firewarning light 
came on — the adrenalin was really 
pumping! He had a very limited 
sites, but he 


start to 


choice of landing 
executed a perfect partial power 
approach and landed in a small 
parking lot on a pier at the Fleet 
Landing. 

The helicopter’s No. 2 engine 
was secured, rotors stopped, and 
the crew jumped out. Rescue and 
assistance teams from USS 
WAINWRIGHT and USS TURNER 
(tied up nearby), alerted by the 
Mayday call, rapidly responded. 
Led by HTC Belzer of USS 
TURNER, the residual engine fire 


nNerder 


~ 


failure and fire in flight 


was quickly extinguished and the 
fuel spillage in the parking lot was 
cleaned up. Local fire units 
also responded in this effort and a 
catastrophe was averted. The next 


civil 


day, after an engine change, the 
helicopter was flown aboard USS 
IWO JIMA. 

The CO praised Capt Stratton in 
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his endorsement, ‘“The occurrence 
of this mishap in foreign territory 
created a potentially embarrassing 
However, the 
pilot and 


political situation. 
professionalism of the 
crew and the rescue and assistance 
teams resulted in high praise by the 
local press and enhanced our image 


abroad.” al 














A T-39D departed homebase on an _ extended requirements, and took off. 
cross-country training flight. Several hours later, th Approaching destination, Center handed the aircraft 
aircraft crashed in a steep, nosedown attitude, fatally off to Approach Control. Contact was established as the 
injuring all five persons aboard. Airframe icing i aircraft leveled off at 7000 feet after a descent from 
strongly suspected as the cause of the crash, but poor 17,000 feet. The pilot requested a runway condition 
judgment, possibly caused by “get-home-itis,” appear report and was informed that there were patches of 
to have been a definite contributing factor. Here’s th snow on the runway, that braking was reported as fair, 
story: and that the ground temperature was 32°F. The pilot 
After takeoff at homefield, the aircraft landed at a replied that he would be requesting a touch-and-go to 
military base short of destination for refueling. During check the braking action and then a circling approach 
this stopover, the pilot telephoned an officer of the Air for a full stop landing. 
National Guard stationed at destination airfield (SO Approach Control cleared the aircraft for an ILS 
minutes away) and questioned him concerning the approach and gave the current weather as 600 feet 
weather. He was advised that the Air National Guard overcast, visibility 2% miles with showers. After the 
had cancelled their flight schedule for the remainder of pilot reported the outer marker inbound, the tower 
the day due to low ceilings, icing conditions, and snow cleared him for a touch-and-go and a right turnout. 
on the runway. Following the touch-and-go, the aircraft turned right, 


The official forecast for destination was equally and the pilot informed the tower that he could not 
poor: 2500 scattered, 4000 overcast, 7 miles visibility, maintain contact with the field and requested another 
snow flurries, intermittent periods of 800 feet obscured ILS approach. He was cleared. 

1 mile visibility, snow showers, and light to moderat After reporting the outer marker inbound and during 
icing 1500 feet to 10,000 feet. Nevertheless, the pilo the procedure turn, the pilot informed the tower 
filed his flight plan, in violation of NATOPS controller that he would try to land on this approach, 


approach/december 1975 





but if braking action was not good enough, he would be 
making a touch-and-go and would like clearance to his 
alternate. 

The aircraft was observed by witnesses to touch 
down about 1000 feet from the approach end of the 
runway. The aircraft rolled for about 2500 to 3000 feet 
on the runway in a normal three-point attitude. No 
yawing motion or swerving nose movement was 
observed to indicate directional control problems. No 
appreciable deceleration was noted by observers. The 
aircraft was then observed to rotate and lift off the 
runway. The aircraft climbed to an altitude of 100 to 
150 feet, where it appeared to be extremely slow with a 
higher than normal pitch attitude. The nose was lowered 
slightly, with no appreciable increase in airspeed. The 
aircraft then proceeded in level flight with wing rock 
and aircraft yaw. The right wing dropped 10 to 15 
degrees and commenced a skidded right turn. The 
aircraft then rolled right and after about 270 degrees of 
roll, crashed into the ground in approximately a 
60-degree dive. The aircraft was destroyed, and all 
aboard were fatally injured. 

Physical evidence at the crash site, engineering 





investigation of aircraft components, and witnesses’ 


statements gave no indication of aircraft malfunction. 
On the other hand, statements from other aircrews 
airborne during the same time frame indicated light 
to moderate icing around the airfield area. The 
mishap board concluded that the aircraft became 
covered with structural ice, probably unnoticed by the 
pilot, and exhibited unfamiliar flight characteristics. An 
apparent buildup of ice on the aircraft caused a much 
higher than normal stall speed which led the pilot to 
overcontrol the. pitch attitude on liftoff and/or climb 
and the resultant departure from controlled flight. The 
fact that full left aileron and 6 degrees left rudder trim 
was determined to have been set prior to impact 
suggests some unusual flight conditions — probably wing 
ice — had been encountered during the two approaches. 

Some degree of “get-home-itis,’ as already 
mentioned, is indicated by the fact that the wives of 
both pilot and navigator were waiting at destination. 
This may have influenced the pilot’s judgment, first in 
filing through icing conditions, and secondly, in making 
a second ILS approach instead of proceeding to his 


~< 


alternate. 
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NATOPS Training 


A TOTAL APPROACH 


or 
How to Succeed at NATOPS 


Without Really Trying 


el 


YOU say you're so tired of listening to the NATOPS 
officer every week that you think you hear him in your 
sleep — but it’s just your dog snoring? And you came 
into work this morning and found another closed-bool 
NATOPS exam in your basket? And your hop wa 
cancelled — for another emergency procedures OFT? 
And the Ops officer just called another AOM for 


By LT Frederick D. Hansen 
VA-155 Safety Officer 


NATOPS training because the annual squadron NATOPS 
evaluation was moved up 2 weeks? Is that your problem? 

What I am proposing is an alternative to the standard 
marathon AOM/training sessions into which many 
NATOPS and/or Safety Officers get trapped. These 
training sessions do have a place in the overall scheme of 
things, but should not become the sole means of 
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training. A little ingenuity and searching through the 
local training aids office on base can produce a NATOPS 
program that may be more palatable to the squadron 
pilots, while still getting the required information across. 
By working together, NATOPS and Safety can produce a 
viable program of training without ending up with 
_ terminal lockjaw. 

Desk Top Tutor. This is an extremely useful machine 
which turns the usual pride and competitive spirit of all 
aviators into, of all things, a desire to learn. The machine 
itself (device 11HS55) is available at many bases from the 


training aids office. The requirements are a stack of 


blank 3- by 5-inch white cards, a roll of “black dots” 
(available from the same place that you got the 
machine), and a question bank of multiple-choice 
questions. In the case of NATOPS, old quizzes with 
multiple choice questions can be used or, for those 
questions which required a written answer, a slight 
modification can be made to change them to multiple 
choice. Individual questions from the question bank are 
then typed on a 3- by 5-inch card, a “black dot” 


designating the correct answer is placed on the back of 


the card, and the finished cards are placed in the 
machine. You now have a quiz machine that will present 
10-question NATOPS quizzes any time of the day or 
night. The capacity of the machine is such that over 10 
completely different quizzes can be placed in the 
machine at one time. 

Once the machine has been loaded with questions, it 


can be placed in the readyroom and you’re in business. 
As each question is selected, a preset timer starts, which 
allows “free time” to read the question and each answer 
without losing any points. After this time has elapsed, 
points are subtracted from the maximum of 20 per 
question at a rate of one point per second. If a wrong 
answer is selected, an obnoxious buzzer sounds, 
notifying everyone within earshot that a question was 
missed (way to go, dummy), and zero points are 
awarded. If the correct answer is chosen, the remaining 
points are totaled up for all to see. Experience has 
shown that it is almost impossible for a pilot to finish 
one full set of questions without someone else coming 
out of the woodwork to watch the guy trying to cover 
up the sound of the buzzer. 

“What if?” Posters. This has tremendous potential for 
both NATOPS and Safety Officers. By adapting a 
personal game which has been played by many aviators 
for years, a tremendous amount of training in emergency 
procedures and aircraft systems is possible. Take a 
duplicating mat, print in large letters at the top, “WHAT 
IF?”, draw a simple cartoon figure in the middle, run off 
50-100 copies on the squadron duplicating machine, and 
you’re in business! 

The only thing required now is to type, on individual 
sheets, a single “What if?” emergency situation. For 
example, “On a closed section GCA at NAS Anywhere, 
weather 500 overcast, 1% miles in fog, you lose your 
generator at 2 miles from touchdown. What would you 

do as flight leader?” Several 
excellent sources of questions are 
available for these posters — URs, 
AARs, anymouse reports, 
NATOPS, SOP, CVA/CVS 
NATOPS, personal experience, etc. 
Two or three posters a week should 
be sufficient and won’t overburden 
the grey matter of the NATOPS or 
Safety Officer. Once the poster is 











done, it can be posted anywhere that all pilots will pass 
during a normal day. Every week or two, the old posters 
can be collected and discussed individuaily during ai 
AOM or training session. 

Jeopardy Quiz. This is an adaptation of the TV quiz 
show program and is especially useful and worthwhi 
during safety standdowns. Four or more subject 
categories are chosen (e.g., NATOPS, SOP, CVA/CVS 
NATOPS, and weapons). For each category, 10 questions 
of increasing difficulty are written and awarded points 
from | to 10, based upon the difficulty. The squadron is 
then divided into two teams for a little friendly 
competition. 

Specific ground rules must be specified beforehand 
and agreed upon by the contestants. Items to discuss are 
penalties for wrong answers, sequence of selection of 
question by team members, time limits for answering 


question and, most importantly, what the losing team is 
going to do for the winning team at the next Happy 
Hour. This particular quiz is the closest most pilots will 
ever come to having fun taking a NATOPS quiz. 


Boldface Emergency Procedures. By reading through the 
emergency procedures section of NATOPS, it soon 
becomes clear that there are a very limited number of 


TR 


. 


emergencies that require “immediate” action. The 


remainder are deferred emergencies, where sufficient 
time is available to open the emergency flip pad and read 
each step in the procedure. To emphasize the immediate 
action emergency procedures (boldface procedures), 
several posters can be drawn, with a cartoon at the top 
referring to the emergency and a list of the appropriate 
immediate action steps to be taken, listed in order 
directly below. These posters can then be posted in the 
briefing room — in full view of the pilots — for ready 
reference while briefing. 

Being a natural artist is helpful, but not at all 
necessary to make posters such as this. A good file of 
past issues of APPROACH and Aviation Week will 
provide the appropriate cartoons, and if an artist is not 
readily available, there are still a couple of good ways to 
do the drawings with semiprofessional results. A child’s 
toy is available on the market which allows you to 
enlarge any drawing just by tracing the smaller version 
out of a magazine. If that is not available, an opaque 
projector can be checked out from the training aids 
office and the cartoon can be projected onto the poster 
and traced by hand. 


EOD. Pick up a flight schedule for any squadron in the 
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Navy, and chances are you will find an “emergency of 


the day” question. If you can get the pilots to open up 
NATOPS and read the emergency every time they brief, 
you've probably got the biggest, meanest safety officer 
in the world standing right behind you. There are a 
couple of other alternatives. An EOD book with 31 
emergencies corresponding to each day of the month 
and step-by-step procedures that are taken straight out 
of the NATOPS manual is a good compromise and more 
palatable. The correct emergency of the day to be 
discussed during flight briefing can then be found on 
both the flight schedule and in the EOD book under the 
day of the month. This technique permits the use of less 
familiar emergencies (which may not be in the flip pad) 
without having to fumble with a NATOPS manual trying 
to find the correct page. 

There is another system that works very well, 
but requires much more effort on the part of the 
NATOPS officer, and at least two spare NATOPS 
manuals. The page containing the emergency procedure 
is removed from the manual, placed in a clear, plastic 
document protector, and inserted in the squadron 
briefing guide. The advantages of this system are ready 


access during briefing and the availability of the total 


discussion from NATOPS concerning the emergency of 
the day. 

NATOPS Study Guide. A study guide takes pilots 
through the NATOPS manual a system at a time or a 
chapter at a time. Sooner or later, during your training 
cycle, you will have to get into the manual itself, and it 
is easier to take it a little at a time rather than having to 
cram at night a week before the squadron evaluation 
exam. When used as a prerequisite for each NATOPS 
lecture, it cuts down the length of the lecture and will 
make everybody a little happier. 

Other. Last, but not least, are the standard open- and 
closed-book exams, pop quizzes, emergency procedures 
OFTs, and preevaluation lecture marathons. Sorry, 
boobie, but you’ll never completely escape these. If the 
items described earlier in this article are used at regular 
intervals, the need for the more boring forms of training 
will be lessened. Try it — you may like it, and it’s more 
humane than throwing your alarm clock at your snoring 
dog every night. a 
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A Real Goer: 


The Hottest Plane in the Squadron 


AN A-7C, the lead plane of a two-plane f 
safely airborne, the pilot raised the landing 
immediately decelerated and settled back ont« 
m the tailpipe as the pilot ejected. 
of one of the first stage turbine nozzle guide 


yellow flame pattern, 20 feet long, coming 
Postaccident investigation revealed failure 


vanes and heavy thermal damage to two adj 


lower portion was ingested into the power 
Metallurgical analysis indicated cumulati 
transition duct and other vanes on the nozz 


the failed and damaged vanes had suffered part 
Discussion with other squadron pilots dis 


squadron” — an indication that the engine 


than optimum thrust. Unfortunately, you car 


the extra thrust, in this case, was therma 
failed to indicate this thermal overstress is a 
been due to defective thermocouples. In an 


accepted this extra thrust without serious qui 
and were content with the happy thought tl 


however, if they might not have taker 
consistently underpowered. 


Most pilots will be quick to write up a ‘‘do 
be quick to question an aircraft which outper 


This is a thought worth keeping in mind. 


fro 


ght, accelerated for takeoff. After becoming 
year. A loud thump was heard; the aircraft 
» the runway. The wingman observed a bright 


acent vanes. When the guide vane failed, the 
turbine and resulted in the engine failure. 
thermal stress to the combustion section 


vane guide assembly. The protective plating on 
ial to complete thermal erosion. 


osed that this was “‘the hottest plane in the 
1d been operating for some time at a higher 


‘'t get something for nothing, and the cost of 


erstress. The reason that engine instruments 


matter of speculation, but it is believed to have 


case, the many pilots who flew this aircraft 
tion, never wrote it up on the yellow sheet, 
at the plane was a real goer. One wonders, 

definite action if the aircraft had been 


g.’" In view of this accident, pilots should also 
forms all other similar birds in the squadron. 


~q 
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COMPLACENCY can be the 
experienced aviator’s biggest 
enemy. The following episode 
shows how the quick actions of a 
noncomplacent Sergrad flight 
instructor saved an airplane and 
possibly the lives of his crew. 

It had been an uneventful flight 
for LTJG Bill Doyle of VT-31. The 
first hour and a half was devoted to 
a basic instrument hop which 
included feathering and restarting 
the port engine. The second phase 
of the flight was instrument 
training, emphasizing VOR AND 
VORTAC approaches. 

The weather was measured 1700 
broken variable overcast, which 
meant most of the approach would 
be conducted in the clouds until 
reaching the final approach fix 
inbound. The pilots were informed 
at this time that there was a 
20-degree crosswind from the left 
at 18 knots gusting to 27. The 
instructor pilot stressed the 
importance of making the proper 
crosswind correction and landing 
on centerline under such wind 
conditions. The student pilot 
followed his instructions and 
landed on centerline, in the box. He 
then added takeoff power after 
checking all engine instruments 
normal, and commenced his 
takeoff. The instructor pilot was on 
his toes monitoring the engine 
instruments, as 2 days earlier he 
had returned from a hop with a 
failed engine due to low oil 
pressure. 

The takeoff roll was normal, and 
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a climbout was initiated onspeed. 
At 90 feet, the port engine coughed 
once, then seized. The blades just 
stopped! The S-2 instantly swerved 
hard left and the nose pitched 
downward. LTJG Doyle assumed 
control of the aircraft, broadcast 
his intention to abort on the radios, 
and attempted to regain control of 
a situation that was rapidly 
approaching critical. 

The S-2 NATOPS states that 
single engine controllable airspeed 
is 85 knots, and NATOPS was 
right! At 82 knots with full power 
on the starboard engine, full right 
rudder would not affect the ball, 
pegged to the right. Number 2 
throttle was snapped closed in an 
effort to regain directional control. 
As the power came off, the nose 
fell through the horizon and the 
aircraft yawed to the right, back 
towards the runway. LTJG Doyle 
attempted to add power, but the 
No. 2 throttle was jammed. The 
very talented Sergrad instructor 
pilot then accomplished a dead 
stick landing on centerline from 
approximately 100 feet. The 
aircraft was brought to rest with 
1000 feet remaining on a 6080-foot 
runway. There was no _ prior 
warning of impending failure as the 
port engine had only 402 hours 
since overhaul, and all engine 
indications were normal. 

Thanks to the cool, quick 
response of a professional aviator in 
a critical situation, sure disaster was 
averted. Well done, LTJG Bill 
Doyle. i 


























SAFETY SCENARIO 


By LCDR R. C. Dannerth 
ASO, VF-121 


AVIATION personnel are continually provided with 
an assortment of sea stories and safety statistics, but 
what do they mean to you? Are they merely horrid 
accounts of the past or tales to be told at Happy Hour, 
soon to be lost among the jungle of events that crowd 
our daily lives? Granted, these stories and statistics are 
the result of past occurrences, but they can be of value if 
they are used as a tool to constructively predict how to 
avoid future mishaps. Merely telling one to BE safe is 
insufficient. The attainment of future safety goals 
requires establishing and implementing safety awareness 
programs which educate all hands on HOW to be safe. 
Surely we can learn something from data on more than 
4000 major Navy/Marine accidents which have occurred 
in the past decade and are kept on file at the Naval 
Safety Center. 


One such means of applying statistics and accounts of 


the past to present and future situations is through the 
use of the safety scenario. Through analysis of statistics, 
questionnaires, surveys, recent mishap reports, and 


personal experience, safety officers can identify specific 
problem areas and then educate others on mishap 
avoidance with the safety scenario. Small groups of six 
to eight persons properly balanced with experience and 


inexperience permit total participation by all. It’s a great 
opportunity to NATOPS procedures; 
inexperienced personnel can ask questions without 


cover 


embarrassment, and the old pros are given a chance for 
some “I was there” talk. Safety can be approached with 
a positive attitude. The scenarios are not necessarily 
limited to participation by aircrews, either. Maintenance 


personnel can also benefit from the experiences of 


others with appropriately written scenarios. 

The scenario that follows is a good example of a real 
situation that an aircrew recently experienced. It 
provides a review of NATOPS procedures and_ the 
interjection of one’s own thoughts concerning 
headwork. Emergency diverts have accounted for several 
costly losses during the past year, and many more losses 
in preceding years. Fortunately, this crew didn’t become 
a Statistic and hopefully this and other safety scenarios 
will provide some thought-provoking information to 


others on how not to become a statistic. 

An F-4 pilot recently made several approaches for 
initial night carrier qualification landings but was unable 
to make an arrestment. Upon reaching a bingo fuel state 
of 3400 pounds, the crew was directed to divert to NAS 
Ashore. 

When the pilot attempted to clean up the aircraft, the 
landing gear remained in the down position. Faced with 
making his first night landing in the F-4 into 
the barricade, the decision was made to continue 
the divert with the gear down. Fortunately, weather was 
good at both ends, but the ship was 110 miles from the 
primary divert field. During the climb to 30,000 feet, 
the TACAN would not lock on to any station in the 
vicinity of the divert field. The RIO could not raise “Off 
Shore Control” and when he finally did, the controller 
could not accurately vector them since he couldn’t 
achieve a good radar presentation. 

Squawking emergency, the crew switched to the local 
Center, but two aircraft on bingos behind them were 
doing likewise, thoroughly confusing the controller. In 
near desperation, the crew switched to the tower 
frequency of a field 10 miles short of the primary divert 
and requested the operator turn the field lights up full 
bright and then off for identification. Visually acquiring 
the field, they made a straight-in and landed with 
400-500 pounds of fuel remaining. 


Discuss the following: 


@ Clean versus dirty (various configurations) bingo 
fuel requirements. 

e@ VFR and IFR bingo fuel requirements (the ship 
was using basic VFR, plus 500 pounds at night). 

@ Loss of navaids and/or use of backup navaids. 

@ Radio failure before or during a divert. 

@ Optimum profiles for various configurations. 

e@ The situation and alternatives if there had been an 
overcast at 5000 feet precluding visual contact with the 
divert field. 

@ Ejection procedures and envelopes at low altitude 


in a dirty configuration. fl 
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“The Easiest 
Job in the 
Squadron” 


By LCDR L. E. Gardiner 
Staff Safety Officer 
MATVAQWINGPAC 


ONE day last week I visited a squadron, and in one 
office, in a far corner, I saw an officer with his feet on 
his desk, leaning back in his chair reading a copy of 
DRIVER Magazine. Curious as to who he was, I asked, 
and was told, “He’s the Safety Officer, and he has the 
easiest job in the squadron. All he does is sit around and 
wait for something to happen.” 

That answer was about as far from the truth as the 
sun is from the earth, but just what is a squadron Safety 
Officer? And how should he act? The following 
excerpts from a speech given to a class of graduating 
Safety Officers comes close to the answer. 

“A Safety Officer must be mature and forceful, yet 
tactful; he must be aggressive, yet diplomatic; he must 
be a combination of aerodynamicist, sociologist, 
psychologist, metalologist, and militaryologist. He is a 
salesman, a product demonstrator, a separator of fact 
and fiction, an advisor, a preacher, and he has to believe 
in aviation safety. But above all, he must be credible.” 

The way he conducts his job and, to some extent, the 
success he has will be based on his own sincere belief 
that aviation safety enriches mission performance and 
readiness. 

Now, what is expected of a Safety Officer? First, he 
must be an officer who sets the example and is a true 
professional in every respect. He should have the 
reputation of an excellent, aggressive airman who 
follows procedures. He should be, or strive to be, the 
best aviator in the squadron. He should show the nuggets 
as well as the oracles that he can get the maximum 
mission performance out of his weapons systems — and 
get it safely — by knowing and using the system properly 
and not pushing beyond its limits or his. He should be 
the complete professional airman — the paragon of both 
procedural and instinctive excellence. His flight gear has 
to be impeccable, his NATOPS and PCL have to be up to 
date, and his instrument and NATOPS execution have to 
be flawless. If he cannot set the complete professional 
example, there is no way that he is going to breed a 
faithful following for his message of safety. 

Second, to add to the credibility of his safety 





program, he should have been there himself. This 
generally is why Safety Officers are normally second 
tour or senior. Unless he has had a turn in the Delta 
pattern with low fuel state and a foul deck, his 
credibility will be weak and a lot of his efforts will be in 
vain. Unless he has empathy with aircrews and mentally 
shoots that black approach with them, or feels with the 
maintenance man busting himself in subzero weather, 
torrential rains, or blistering heat to meet the flight 
schedule, he is not going to understand the safety 
problem. Having empathy, however, does not mean 
being soft or overlooking weaknesses or rationalizing 
departures from proper (safe) procedures. His aviation 
experience must tell him where to look for symptoms 
and where and when to act to prevent accidents and 
That’s what safety is all about — 
reporting or investigating 


near-accidents. 
preventing rather than 
accidents. 

Third, he must know his business. He is the command 
expert in safety. He not only must know the nitty-gritty 
of everyday Navy squadron life, but he is also expected 
to have an awareness of the multiplicity of factors 
involving the total safety picture. 

Fourth, he must be aggressive and he must be a 
self-starter. If he thinks that his job is merely to sit at his 
desk and process paperwork, he is in for a rude 
awakening. He must get out of the office and find out 
what’s going on in his command. A yeoman can 
generally handle the paperwork on an after-the-fact 
basis. His job is to find out where the accident potential 
exists, and then do something about it. He is not going 
to be effective if all he does is stare out a window and 
gun deck an ADMAT form. Aggressiveness is not 
changing the duty safety poster on the hangar deck once 
a month; nor is it the weekly updating of the command’s 
accident-free-hour bulletin board; nor submitting a 
50-page accident report. Aggressiveness is to anticipate 
and identify a potential problem, research it thoroughly, 
and decide on a course of action. Here’s where the 
psychology comes in — and the tact. He may be nicely 
telling the Ops boss that he doesn’t agree with him, or 
the Maintenance Officer that he doesn’t know a Sear 
from a Spar. His duty is to give his thoughts and 
rationale on the subject at hand. It is then the Skipper’s 
decision as to what to do. But the thoroughness with 
which a Safety Officer has researched the problem and 
possible solutions, and the manner in which he presents 
his case to the Skipper or to the interested group in the 
squadron will have a great bearing upon his receptivity. 
His batting average from the past and his reputation 
whether it be as a wolf crier or as a professional expert — 
will make all the difference in the world. If he has done 
his homework properly, he won’t have any decisions 
that he can’t support. 


Next, he should have courage and maturity. He has to 
be able to socialize with his buddy, and yet, if necessary, 
blow the whistle on him. He must learn the many 
graduations available to him between doing nothing and 
the ultimate, such as recommending a board or a 
grounding. But he must learn how to be effective, and 
that will certainly require maturity and may require 
courage. He must be objective in all his dealings with 
individuals, whether they be the mech, the mess cook, or 
the squadron hero. No matter how hard they work, how 
long they work, or how good they have been in the past, 
if someone has unsafe habits, takes shortcuts, or drives 
himself beyond his limits, he must be corrected before 
he is a primary or contributory cause factor of an 
accident. The accident files are full of the “che was/is my 
best man” syndrome. 

And finally, a Safety Officer must be seen. He works 
directly for the Skipper and is expected to visit him on 
a regular basis. The Skipper wants to know what his 
Safety Officer is doing with his time. 

The Safety Officer is more than a bookkeeper or a 
status board writer. He has been exposed to a 
tremendous amount of material. He has been provided 
the tools and the techniques to do his job as Safety 
Officer. Whether he uses them or not, whether he selects 
the right one for the right job, and whether or not he 
meets the requirements for this unforgiving environment 
depends upon the time and attention that he, as the 
architect and builder, gives to his final program of 
readiness through safety. He must become a master 
craftsman with true dedication to his art. He has a lot of 
responsibility and not, by any measure, “the easiest job 


in the squadron.” <= 
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Our Readers Respond 


“Two Percent Are Having Trouble’”’ 


FPO, San Francisco — | just finished reading your June 
issue. The lead article, “Two Percent Are Having 
Trouble,” is good, but one of your statements bothers 
me. Your last paragraph in the “Authority of the 
Pilot-in-Command” portion of the article is distressing. 
You said, “When all is said and done, though, 2 days in 
hack is a small price to pay if you sincerely thought your 
life and aircraft were in jeopardy.” 

That statement is simply a copout on the part of the 
anonymous author and NAVSAFECEN. Two days in 
hack was not a small price to pay, because this young 
aviator did nothing wrong, except perhaps he should 
have bingoed instead of making the second pass. This 
F-4 driver did his best in a sticky situation. It should 
have been the air ops officer, air boss, and ship’s captain 
who spent the 2 days in hack. It would have been a small 
price to pay for their errors, and NAVSAFECEN should 
have said so. 

The fact is that the ship’s captain was wrong. You tell 
us young aviators to be safe and use good headwork. We 
take your advice, but-do you? 

Let’s take a hypothetical case. Suppose that this F-4 
went into the water that night due to fuel starvation 
after a couple more bolters. The crew got out OK, but 
we lost a valuable aircraft. What will the accident board 
say? We all know. It will conclude “pilot error” because 
the pilot failed to bingo at bingo fuel. The board will 
also find supervisory error because of the CGL policy, 
the long cycle, and air ops’ failure to reply to repeated 
questioning by the aircrew. What will happen? We all 
know that, too. The pilot, and possibly the RIO, will 
lose his wings. Grampaw Pettibone will have a heyday. 
Everyone else, the supervisors, will never hear anything 
else about it. 

The aircrew—not just this F-4 crew but all 
aircrews — is between a rock and a hard place. If they do 
what someone on the ground says, they are bound for 
trouble. If they do what they think is good headwork 
and the safe alternative, they are bound for trouble, too. 
This second “if” is what your author calls “‘a small price 
to pay.” 

My point is simply this. Safety and good headwork 
are essential in aviation, especially carrier aviation. 
Everyone, from ensign nuggets to CV captains to 
NAVSAFECEN, should be held accountable for theit 


decisions and actions. If an ensign is right and a captain 
is wrong, I expect NAVSAFECEN to say that, too, and 
to hold the captain accountable for his mistake. 


LT Michael LeRoy Simmons, USN 
Naval Communications Station 


@ As with almost all the Anymouse contributions we 
receive, there is another side to the incident that rarely is 
told. A conversation with the air boss of the ship in 
question here revealed some interesting things from “the 
other side.” First of all, it appears that the ship was 
under a “no bingo” policy, so the pilot’s discussion 
about bingo fuel weights was somewhat academic. 
Secondly, the touch-and-go policy had been in existence 
for some time and was being widely disregarded by 
aircrews. The skipper wanted the policy, and from an 
objective viewpoint, it doesn’t appear to be an 
unreasonable one, and someone had to be the example. 
This gent was it. Furthermore, the fact that he did an 
“inadvertent” touch-and-go anyway, indicates that fuel 
was available to carry out the skipper’s wishes. 

We are not contradicting the editor’s remarks in the 
magazine or saying that we agree with the night 
touch-and-go policy. All we are pointing out is that there 
appears to be a_ reasonable question about the 
advisability of the policy. Therefore, if a pilot chooses to 
deviate from set policy, he had better be willing to 
accept any consequences that may result. In this case, 
even if proven wrong, the consequences were relatively 
minor, so future pilots faced with this decision shouldn’t 
have to worry unduly about the consequences if they 
feel deviation is necessary for the safety of their aircraft. 

We at NAVSAFECEN and APPROACH do try to 
“call "em as we see em” and hold accountable those that 
are in the wrong. As in so many situations, however, 
there is not a clear-cut right or wrong in this incident. 
The authority of the pilot-in-command and _ the 
requirements to obey lawful orders in a_ military 
organization often conflict, and definitive guidelines as 
to acceptable actions are very hard to set down. Each 
situation must be evaluated on its own merits and a 
decision made at that time, based on the possible 
consequences of either course of action. The pilot in this 
situation did just that, and came out of the problem 
pretty well, in our opinion. ae 
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Fly Your Own Jet! 


AS I walked through the Atlanta air terminal several 
years ago, I came upon a large sign which depicted a 
Navy F-4 Phantom abeam the LSO platform of a Navy 
aircraft carrier, and the caption of the sign read “FLY 
YOUR OWN JET.” My first impression was how nice it 
would be to fly a high-performance jet with your own 
name painted on the side of the aircraft. Yet now, 5 
years later, as a Navy air traffic controller, | have 
discovered that the caption, “FLY 
YOUR OWN JET,” actually means, 

“Since you are pilot in command, 
don’t become dependent upon 
others to do your flying for you.” 

Since naval aviation has 
subjected itself to positive radar 
control, some _ naval aviators 
abdicate their responsibility and 
respond thoughtlessly to an air 
controller’s directions, slowly 
developing a habit of placing their 
aircraft and lives in the hands of the 
air controller. Under IFR 
conditions, the aircraft is actually 
being controlled by radar 
controllers, and with little or no 
deviations, I’m sure it must become 
quite easy to rely on the controller 
for the safe and accurate 
progression of a flight. However, it 
must be realized and _ strongly 
accentuated that the controller is 
unaware of the _ capabilities, 
inabilities, or limitations of any 
particular aircraft. 


So many times I have heard pilots who have run off 


the end of a runway state irately, “Why wasn’t I given 
the long runway?” Air traffic controllers, whether 
supervised trainees or qualified personnel, are subjected 
to stringent rules and regulations molded by the FAA, 
and are trained and experienced to control air traffic 
safely and expeditiously to the best of their ability, from 
observed situations both visual and _ electronic. 
Information transmitted to the pilot such as weather, 
winds, altimeter, etc., are requirements from FAA 
regulations, and as controllers, we feel that pilots are 
utilizing this information to compute landing 
limitations, or for planning a particular approach or 
deviations in a flight plan. Controllers utilize this same 


By LTJG D. A. Abner, USNR 
NAS Key West, FL 


information to determine types of approaches, headings, 
altitudes, and active runways. Yet we consider them as 
advisories, rather than as commands for pilots. 
Therefore, it must be emphasized that any pilot can 
request whatever approach, runway, or deviation he feels 
necessary for the safety of his flight, and it becomes the 
controller’s job to maneuver the aircraft to meet the 
pilot’s needs. So, if a controller clears an aircraft for a 


TACAN 1 approach, and the pilot thinks a TACAN 2 
would be more suitable for his aircraft, he should 
request a TACAN 2. If a pilot is cleared to descend to an 
altitude or turned to a heading that leads him into a 
dangerous situation, he should request a particular 
altitude or heading. Or, if a pilot is cleared to land ona 
short runway, and the pilot has calculated that he needs 
the long runway, he should request it. In reality, both 
controller and pilot are doing the best they can for the 
safety of the flight, but both are subject to errors. 
Don’t forget that pilots are the ones ultimately 
responsible for the safe conduct of the flights, and are 
the ones with the most to lose in the event of an 
accident. <= 
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Records 


USCG Headquarters, Washington, 
DC —1 have just finished reading the 
JUL ’75 issue of APPROACH, enjoying, 
as I usually do, the stimulating articles 
on a variety of naval aviation subjects. 
My attention was caught by a letter to 
the Editor from ADJ2 Jasper E. Pendry 
of RVAH-1, entitled “Re ‘A Great 
Rescue’,” recalling the rescue of 26 
survivors by a VC-8 H-3 and asking if it 
were a record. The response was that it 
was indeed a record for the Navy and 
perhaps an alltime record. 

I don’t wish to pick nits or belittle 
the VC-8 achievement, but the article 
did not state whether this was all on one 
flight or a mission. Let me recount some 
of the Coast Guard’s helicopter 
operations during and after Hurricane 
Betsy’s strike on the New Orleans area in 
September 1965. At the risk of playing 
“Can You Top This?”, over 1200 
persons were plucked from rooftops and 
other precarious locations by an 
augmented fleet of HH-52A helicopters. 
During one 3-hour flight on which I was 
the pilot, 218 survivors were plucked 
from the rooftops, and on the last run, 
with minimum fuel, 23 persons were 
brought aboard. With the three 
crewmembers already aboard, this made 
a total of 26 persons in an HH-52A, 
which is, as you know, a much smaller 
helo than the H-3 and powered by only 
one de-rated T-58 engine. 

My copilot on that flight was LTJG 
(now LCDR) Rod Martin, who also 
acted in that capacity for LT (now 
LCDR) Dennis McDanniel, if my 
memory serves me correctly. The earlier 
flight also accounted for more than 200 
saves, making LCDR Martin directly 
responsible for approximately 450 saves 


APPROACH welcomes letters from its readers. All letters should be signed though 
APPROACH Editor, Naval Safety Center, 


endorsement by the Naval Safety Center. 


Letters 


in one day and all laboriously brought 
aboard by hoist or low hover among the 
trees, telephone poles, and otlier city 
obstructions. | don’t know whether he 
exceeded the magic number “26” on his 
earlier flight. 

My congrats to the VC-8 crew for 
their rescue performance and my thanks 
for equal time. 

A. H. Wagner 

Commander, U.S. Coast Guard 

® The VC-8 rescue was one continuous 

pickup of passengers from a civilian 

DC-9 forced to ditch due to fuel 

exhaustion. Thanks for the additional 

information on some of the great USCG 
rescues. 


What's a Proper Goal? 


NAS, Pt. Mugu Again, it is unusual to 
set a mishap rate goal for the new year 
that includes the very thing we are 
attempting to prevent — accidents! Goal 
orientation is a way of life, but let’s be 
realistic. Activities should set the only 
pride-generating goal — 0.0 — and then 
consider a maximum acceptable mishap 
rate; for example, .60 for NAVAIRPAC 
in FY-76. Material failures and acts of 
God will occupy portion of this rate, 
but let’s not 


maintenance error mishaps. They are 


egislate pilot/crew 


preventable and we work toward that 
goal. Commands should not have their 


goals overestimated before the fact. 


LCDR S. H. Crane 

ASO, VX-4 

@ We don’t think anyone will argue with 
what you are saying, but basically, it’s a 
matter of semantics whether you call the 
safety target a maximum acceptable 
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mishap rate or mishap rate goal. 
Certainly there is no intent to suggest 
that accidents are OK provided they do 
not exceed the stated goals. On the 
contrary, these goals are established to 
give incentive and motivation to reduce 
the rate which occurred in the past year, 
in a realistic manner. If these goals can 
be bettered, that’s great. What we are all 
working for is an ultimate 0.0 rate; there 
should be no confusion on that point. 


Looking for Trouble 


FPO, NY 
Incredible is the only word I can find to 
describe the picture on pg. 10 of your 
APR °’75 APPROACH, depicting four 
ordnancemen and an_ officer/CPO 
loading an LD bomb aboard an A-7 
Starting with the real basics, the 


“Looking for trouble.” 


officer/CPO supervisor does not have on 
safety shoes; personnel engaged in 
handling ordnance are required to wear 
shirts; one loading team member has 
placed himself in a hazardous position 
by straddling one bomb while lifting 
another; another team member’s vision is 
obscured by tinted goggles; an 
unauthorized loading bar is being used 
vice an Aero-66 hoisting bar; and the 
[-45 adapter booster has been removed 
to facilitate use of the unauthorized 
loading bar. 

Good ordnancemen are hard to come 
by these days, so I suggest VA-215 and 
all others view their ordnance operations 
with a critical eye. 

LT F. V. Perritti 

NAF Sigonella, Sicily 

@ Your letter has been referred to the 

CO of VA-215 for comment. His reply 
follows: 


names will be withheld on request. Address: 
NAS Norfcik, VA 23511. Views expressed are those of the writers and do not imply 





FPO, San Francisco — \n regards to LT 
Perritti’s letter, we feel that his vision 
and reference system must have been 
impaired by the fair maidens of Sicily. 
We have researched all of his 
“incredible” discrepancies in the picture 
of our loading crew in your April issue, 
and have come up with the following 
information: 

1. The CPO supervisor was wearing 
chukka-style safety shoes. These shoes 
have steel toes with rubber soles and 
heels. They’re water, fuel, and oil 
resistant. The wearing of these shoes is 
authorized by NAVAIR 00-35QH-2, 
Section H. 

2. Page 2-2 of the CVA/CVS 
NATOPS permits the Aircraft Handling 
Officer to allow flight deck personnel to 
work without shirts between recoveries 
and launches. The handler did give his 
consent for the impromptu sunbathing. 

3. The tinted goggles being used were 
issued by the supply system. These 
goggles are manufactured by the 
American Optical Company, 
Southbridge, MA, FSN 8465-00-161- 
4068. The instructions on the box state 
that you should use the neutral grey lens 
in bright light, and the clear in dull light. 
The day on which the picture was taken 
was bright and sunny. 

4. The loading bar in question is an 
Aero-66A Hoisting Bar which has a 
section cut off to facilitate loading. The 
removal of a specified portion of the bar 
does not weaken it, but, in fact, 
strengthens it. This modification of the 
loading bar is authorized in NAVAIR 
19-190-1.1, Third Revision, Change 2, of 
1 April 1974. It can be used with Mk-81, 
Mk-82, Mk-83, and Mk-117, with or 
without the adapter booster. The Mk-82 
LD bombs were electrically fuzed and a 
support cup and Ogival Nose Plug were 
used vice the Adapter Booster. Adapter 


Boosters are not installed when received 
on the flight deck. 

5. As for the man straddling the 
bomb, he has us on that one! Good 
ordnance personnel are hard to come 
by, and all individuals concerned have 
been instructed as to the proper 
procedures. 

R. D. Mixson 
Commanding Officer 


“Roger, Coupled Ball’ 


Tehran, Iran — As an ex-full-time naval 
aviator, | was most impressed by subject 


article on pg. 5 of the JUL ’75 issue of 
APPROACH. Obviously an advocate of 


the ‘‘pilot monitored, automatic 
landing,” LCDR Meyers has made a giant 
step forward where it is needed — that is, 
knowledge of the system. In my limited 
experience with ACLS as an F-4 driver 
and qualified LSO (two cruises 
1970-1972 USS KITTY HAWK, about 
50 ACLS traps), I found that the single 
biggest factor in exercising the system 
was the confidence of the crews. This 
confidence is only gained through 
knowledge, which at that time, we (the 
LSOs) had to do on a more or less 
individual basis. The article goes a long 
way in solving that problem. 

I would also like to throw in my two 
rials worth in hope that it will aid in 
progress. I found that our next biggest 
factor in promoting ACLS was close 
coordination with the controllers in 
CCA. Once they understood the pilots’ 
problems, i.e., being dropped off in close 
with no verbal backup, etc., and the 
crews understood the problems down in 
the hole, things really started to go well. 
From a pilot’s standpoint — black boxes 
be damned — this triangle of flightcrew, 
LSO, and controller is the thing that will 
make ACLS a truly operational system 
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once all the experts have spent so much 
time and money to get the gear up. 

As I am still a Weekend Warrior and 
will probably hurl my body at the ramp 
in the future, I certainly hope that all 
parties concerned continue to improve 
and utilize this system to its utmost. I 
think it’s a real lifesaver. 

Arthur J. Meinhold 
Grumman Aerospace Corporation 
(IR) F-14A Aircrew Training 


Drink Up? 


FPO, New York — In the August issue of 
APPROACH, you published a letter from 
a Harrier pilot who had to be told by the 
LSO to lower his landing gear. In your 
reply, a “P.S.” was added in which you 
were informed by a British flyer that 
“Such a mistake in his British squadron 
cost a round of drinks for the entire 
squadron at Happy Hour.” ‘“‘Not a bad 
idea,” you added. 

It seems to me that such a mistake 
should instead cost the person more 
bookwork or some other additional 
training. Surely this would be safer and 
do more to benefit aviation safety than 
the prescribed imbibing at Happy Hour. 

AG2 Paul D. Sullenberger, USN 
OA Division 
USS AMERICA (CV-66) 
® Your point is certainly valid, and it is 
definitely not our goal to encourage 
drinking. Let’s face it, however; 
imposing a tangible penalty (money to 
buy drinks in this case) for errors that 
result primarily from lapses of memory 
often does far more to discourage future 
similar lapses of memory than something 
intangible such as “study NATOPS.” 
Furthermore, to make studying 
NATOPS a penalty would be poor 
psychology, and when all is said and 
done, there isn’t much studying you can 
do that will prevent gear-up landings. 
You either remember to lower the gear 
or you don’t. For years, pilots have 
traditionally been required to buy the 
LSO a bottle for forgetting to drop their 
tailhooks on an arrested landing. This 
policy has been very effective in 
reducing the incidence of forgotten 
tailhooks just because it is so distasteful 
for a pilot to have to “spring” for a 
bottle to give the LSO. This is the 
philosophy espoused in the Harrier 
incident. 
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NOTAM 124438 KNGU 2992 NGU URGENT X ALL AIRMEN 
CAUTIONED TO BE ON ALERT PERIOD 24/25 DECEMBER 
FOR HIGH DENSITY LOW LEVEL TRAFFIC EXPECTED 
DURING SUBJECT PERIOD X MAINTAIN PARTICULARLY 
VIGILANT LOOKOUT FOR SINGLE LOW FLYING CRAFT 
VICINITY ALL POPULATED AREAS X SUBJECT CRAFT 
DESCRI3ED AS SINGLE PLACE MULTI-DEER PROPELLED 
TRANSPORT IN OVERLOADED STATE MAKING NON-STAN- 
DARD LETDOWNS AND APPROACHES ENROUTE FROM 
POINT OF DEPARTURE LAT 9QN X ADIZ PENETRATION 
PROCEDURES WILL NOT APPLY X ALL CONCERNED UNITS 
DIRECTED TO ASSIST EXPEDITIOUS COMPLETION OF 
MISSION WITH APPROPRIATE VIP WELCOME AND SER- 
VICING AS INDICATED X 

TO INSURE COMPLETE SUCCESS OF THIS OPERATION 


EXTRA CARE URGED FOR ALL AIRMEN ON HOME-FOR- 
CHRISTMAS FLIGHTS X ONLY IN THIS MANNER WILL 
OPERATION MERRY CHRISTMAS BE ACCOMPLISHED X 
CINC NICK SENDS BT (4199942 





Trust ‘em. 
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